Introduction: Patient information is the requisite first step in securing informed consent ahead of surgery, and is legally mandatory. The study hypothesis was that this information is deficient in a significant proportion of cases. This was tested on a clinical audit. The principal objective was to quantify the rate of correct patient information communication. The secondary objectives were to assess the quality of the information provided by the physician as compared to other sources, and to assess the resultant patient satisfaction. Materials and methods: A targeted clinical audit included all patients undergoing isolated anterior cruciate ligament (ACL) reconstruction in 2009 and 2010. The information provided was analyzed from emergency admission through to the specialized orthopedic consultation, where all information should in principle be traceable in the patient's file. Concordance with information gleaned by the patient himself/herself was also assessed. Results: Seventy of the 93 patients recruited responded to the study questionnaire (75%). Fortytwo had received primary care in the Emergency Department, where 67% had been informed about the ACL tear. Surgery-related information could be traced in 61% of cases; surgery had been discussed in the Emergency Department itself in half of the cases, but only 16% had been informed of the duration of the interruption of sports activity and 21% of the duration of time off work and the need for early rehabilitation. Following the orthopedic consultation, 100% of patients knew that they had an ACL tear, but surgery had been spelled out in detail for only 80%, complications for 70%, foreseeable outcome for 30%, rehabilitation for 20% and time off work for 60%. Thirty-eight patients had retrieved information from the Internet; concordance with hospital information was rated at 5.6/10 for the Emergency Department and 7.5/10 for the orthopedic consultation. * Corresponding author. E-mail address: julien.cailliez@gmail.com (J. Cailliez). Discussion: The quality of patient information remains deficient. Traceability of information in the patient's file was only 61%. In the Emergency Department, information comprised diagnosis and referral to specialist consultation. In the orthopedic consultation, information focused on surgical procedure more than on postoperative course. Family doctors and physical therapists also have a role to play, but other sources, such as validated brochures including recommended web-sites, could improve patient information. Level of evidence: IV, retrospective study.
Introduction
More than 35,000 anterior cruciate ligament (ACL) reconstructions are performed per year in France [1] and about 100,000 in the USA [2] [3] [4] . It is, thus, sometimes seen as a routine procedure. In parallel, information is increasingly freely available to patients, notably on the Internet; searching for and finding objective information of quality, however, is not so simple [5] .
Patient rights, information and satisfaction are now major issues in management, and are rightly counted among the factors considered in certifying healthcare structures, following official guidelines [6] . Providing such information thus represents a specific step in patient management: the patient, when correctly informed, plays a prime role in discussing treatment options and subsequent surgical procedures [7, 8] . This presupposes communication between physician and patient, which may come in several forms, ranging from oral information given during consultation to brochures describing surgical techniques. Without good quality information, the patient is in less of a position to contribute to decision-making or to provide genuinely informed consent to the proposed treatment options [7, 8] .
Despite the high frequency of ACL tearing, few reports have focused on the associated patient information. The present study hypothesis, that this information is deficient in a significant proportion of cases, with consequent risk of litigation, was tested on a clinical audit. The principal objective was to quantify correct communication of patient information during the successive phases of management. The secondary objectives were to assess the quality of the information provided by physicians as compared to that coming from other medical or non-medical sources, and to assess the consequent patient satisfaction.
Material and methods
The present assessment of professional practice was performed by means of a dedicated clinical audit (évaluation des pratiques professionnelles [EPP] ), following the specific recommendations of the French National Health Authority (Haute Autorité de santé [HAS]) [9] .
Material
Inclusion criteria A retrospective study recruited all patients with primary isolated ACL tear, managed by reconstruction surgery, between January 2009 and December 2010. This excluded all cases of ACL tear managed functionally during the study period. Other exclusion criteria were: age less than 18 years: posterior cruciate ligament tear; iterative ACL tear; ACL reconstruction with associated meniscal repair; history of ipsi-or contra-lateral knee trauma (fracture, meniscal lesion, sprain, etc.) or surgery (arthroscopy, osteosynthesis, etc.); or impaired understanding (psychiatric patients, or those with poor command of French). Ninety-three patients were thus included. Three subgroups were distinguished, according to level of sports activity: high level (national or regional club member); keen amateur with more than 5 hours' sports activity per week (training or competition); and occasional or leisure sports activity (one to 5 hours' sports activity per week). Sports activities were categorized on the UCLA classification [10] , and everyday and occupational activities on Devane's classification [11] .
Patient pathway
Patients were either first seen in the Emergency and Admissions Department of our center before referral to our specialist consultation, or had been referred directly by their family doctor, or again came to consult on their own initiative in the Orthopedics Department. Fig. 1 displays the pathways of the patients included in the present study. Ideally, patients should have received information concerning their trauma and suspected lesions and their short-, medium-and long-term consequences, and concerning the treatment to be implemented in Emergency Figure 1 Pathway flowchart of patients included in the present study.
(analgesia, anti-inflammatories, anti-coagulants and rehabilitation) and during the following days. An orthopedic surgery consultation was then scheduled, to confirm diagnosis and arrange, first of all, for the knee to be X-rayed if this had not already been done, and secondarily for magnetic resonance imaging (MRI). Rehabilitation was then initiated, with a further consultation at six weeks for clinical check-up, in some cases following gradual return to sports activity. Surgery was systematically indicated where symptomatology involved clinical instability that was disabling in terms of sports or everyday activities. Surgery consisted in semitendinosus/gracilis (STG), bone tendon bone (BTB) or tape locking-screw (TLS TM ) reconstruction under arthroscopic control. Discharge was decided on after two or three days, followed by rehabilitation in a functional rehabilitation center or at home.
Method

Study criteria
The information provided by the various interlocutors (emergency physician, orthopedic surgeon, family doctor and physical therapist) at the successive stages of management (from admission in emergency to the pre-operative orthopedic consultation) was analyzed.
The explicit traces of such information were collected from the patient's orthopedic medical records as ''element of proof'', notably regarding the benefits and risks of surgery and possible complications. Information provided by family doctors and physical therapists was assessed from the patient's own recollection, in the absence of any written trace. Secondly, the information was assessed for quality. Anesthesia issues were not analyzed. The points expected to have been explicitly dealt with were:
• diagnosis of ACL tear;
• description of the lesion and its consequences in case of surgical or non-surgical treatment; • information on pain (degree, management, etc.);
• the proposal to operate and the stages of surgery, possible complications, probability of success and pre-and postsurgical precautions; • rehabilitation (type, modalities, etc.);
• expected time off sport and work.
The time interval between initial trauma and first orthopedic consultation was also analyzed. During this time, patients may search for information about ligament reconstruction; they were asked to detail the sources used (web-sites, newspapers, magazines, etc.). They were then asked to use a visual analog scale to rate the agreement between any such self-information and that provided by the health professionals (emergency physician, physical therapist, family doctor), on a scale from 0 (no correspondence) to 10 (perfect correspondence).
Data collection
All included patients were contacted by telephone after discharge. The interval between surgery and phone-contact ranged from a matter of months to 2 years. Patients who could not at first be reached were called again three times at different times of the day. A questionnaire, with a reminder of the study objectives and a stamped addressed envelope, was also sent by post. Patients who replied to none of these attempted contacts were definitively classified as ''non-responders''.
Data collection was entirely performed by a single investigator (JC), over a period of 3 months.
Statistical analysis
Statistical analysis used the SPSS ® software package, version 14.0 (SPSS Inc., Chicago, IL). Quantitative variables were compared on Student t test in case of normal distribution, or otherwise on non-parametric Wilcoxon or Kruskal-Wallis tests. Categoric variables were analyzed by chi 2 , or Fisher exact test when expected sample sizes were less than 5. The significance threshold was set at p < 0.05.
Results
Responding patients: characteristics and representativeness
Seventy of the 93 patients included (75%) responded to the questionnaire (Table 1) , showing no significant differences with respect to the population as a whole.
Principal assessment criterion: written information traceability
A written trace of information provided, notably concerning surgical risk/benefit, was found in the patients' medical files (usually in the pre-operative consultation report) in 61% of cases (n = 57). There were no significant differences in this regard between junior and senior physicians (65% versus 55%, p = 0.33).
Management and information quality in the Emergency Department
Forty-two of the 70 respondents had been initially admitted to the Emergency Department. There were no significant differences between these patients and those going directly into orthopedic consultation (Table 2) . Table 3 presents the information supplied in the Emergency Department. The source was most often the senior Emergency physician (60%). ACL tear was diagnosed in 67% of cases, but only about 15% to 25% of patients received information on such matters as ACL function and the impact of tearing, pain management, the need for early rehabilitation or the foreseeable duration of time off work and sport. The information provided was well understood by the patient in two-thirds of cases. The option of surgery was raised with half of the patients, but without going into the details of procedure, complications or expected results. All patients were fitted with a knee splint; analgesics were prescribed systematically, anti-inflammatories in 47% of cases and anticoagulants in 7%. All but three of these patients were referred on to orthopedic consultation, the other three being referred to their family doctor or to an orthopedic surgeon outside of the hospital system. 
Information quality in the orthopedic consultation
The orthopedic consultation took place at a mean 8 ± 6.5 days (range, two to 24 days) post-trauma QA (Table 4) . In 34 cases, the physician was senior and in 36 cases junior. After the consultation, all patients were aware of their ACL tear (compared to 67% in emergency), and almost all had been informed of the consequences. The option of surgery was raised systematically, but the detailed procedure was explained in only 80% of cases, complications in 70% and expected results in 30%. Rehabilitation was explained in detail to 20% of patients and the likely duration of time off work and sport to 60%.
Other information sources, and agreement with information provided in the hospital
Thirty-eight patients (54%) had researched ACL reconstruction, usually via the Internet; sites consulted, however, were rarely institutional or academic society sites (Table 5) . Concordance with information provided by the health-care professionals was 7.5/10 for the orthopedic consultation and 5.7/10 for the Emergency Department (Table 6 ). The main discrepancies concerned time off sport and work, and rehabilitation: overall, time off sport and work was overestimated in the self-information sources, although obviously the figures varied greatly depending on the interlocutor and the source. 
Discussion
A clinical audit analyzed the quality of patient information following severe knee sprain. The analysis was retrospective: some information, actually provided, may have been forgotten by the patients. The audit, however, followed Health Authority guidelines [9] , to which the retrospective design was intrinsic. Prospective data collection would have risked major biases, inasmuch as the surgeon, knowing he or she is under assessment, would be liable, consciously or unconsciously, to react by providing information more often or in greater detail than usual. One way round this would be not to inform the surgeon of the audit, but that would be deontologically dubious. Not all patients could be followed up, but the 75% response rate was satisfactory compared to other studies [12] and the respondent group seemed to be representative of the study population as a whole. Another source of bias was that only patients who had been operated on were included: it is arguable that patients destined for surgery will be more aware of their pathology [13] and thus more likely to search for their own sources of information. On the other hand, it might equally be argued that patients not about to receive surgical treatment will be more worried about their health status, being afraid of medium to long term functional consequences for their knee. Ideally, all knee-sprain cases should have been systematically interviewed prospectively in order to avoid such bias; the principal study objective however, was to find out whether information provided to the patient ahead of surgery could be traced in the medical records. A secondary objective was to assess the quality of such information. As the indication for surgery is not decided on in the Emergency Department, the information provided there should be very much the same whether the patient goes on to surgery or not, although this may be disputed inasmuch as the information provided greatly depends on the care person managing the patient in Emergency. Another limitation lies in the variable interval between surgery, and thus the pre-operative consultation, and data collection, which could allow information to be forgotten by the patient; this problem is inherent to the retrospective design, which in turn was inherent to the methodological framework [9] . Providing good quality information is a major factor in patient management. Only when properly informed can the patient fully comply with treatment after trauma and then make a genuinely informed decision when surgery is indicated [14] . Active patient involvement is essential to the success of rehabilitation, which very largely determines outcome. The literature, however, is surprisingly sparse on these issues, with very few studies focusing on patient information in severe knee sprain. The present study confirmed its hypothesis that the level of information is still deficient. Information traceability in the records was only 61%, and a retrospective design cannot assess to what degree the patient understood and integrated the information received. Ghrea et al. [15] reported a significant mismatch between the information delivered by the physician and that actually perceived by the patient: concordance ranged from 15% to 50%; most strikingly, 90% of patients reported having well understood items of information which the surgeon had not actually mentioned.
The degree of care-staff specialization impacts the quality of information perceived by the patient. In the Emergency setting there were deficiencies, even after rigorous clinical and radiographic assessment enabling diagnosis to be made: patient satisfaction was only 5.6/10, even though two-thirds of patients had understood the explanations provided. Two-thirds of the patients had been informed of the diagnosis of ACL tear, but less than a quarter had been informed about ACL function and the consequences and need for early rehabilitation or the foreseeable duration of time off work and sport. The possibility of surgery was raised in one half of cases, but without going into the details of procedure and possible complications or even of the results to be expected. The type of information provided in an Emergency Department and in an orthopedic consultation is obviously going to be different, and we are not suggesting that Emergency physicians should be exhaustive in their explanations of post-traumatic course. Information in Emergency should guide the patient as to precautions to be observed and to the various interlocutors involved in treatment. The indication for surgery is never made in the Emergency setting, which may account for some of the difference between the information provided ''in the heat of the moment'' following trauma and that provided ''with a cooler head'' some weeks later. Most patients, however, present initially at the Emergency Department following knee trauma, and the quality of information there should therefore be enhanced by specific staff training and systematic involvement of an orthopedic specialist. The physical therapist occupies a key position in the pathway by virtue of the particular kind of relationship formed with the patient, and is therefore a key vector of information. The family doctor is also involved in patient information, notably in diagnosis and specialist referral. From the patient's point of view, it would seem to be the orthopedic surgeon who provides the most relevant information (rated 8.2/10): almost all patients were by this point informed as to their ACL sprain and its consequences. The focus, however, was on the surgical procedure, to the detriment of other issues. There is thus progress to be made with regard to postoperative course, and to rehabilitation and complications in particular [16] , and also to pain management; this should be dealt with by the anesthetist, but the surgeon too should be capable of explaining the main analgesic procedures: general route analgesics, anesthetic nerve blocks, etc. [17] . The present study found 61% traceability of patient information in the various file reports. This is less than but broadly comparable to the percentage of patients recollecting being informed as to the surgical procedure (78%) and possible complications (71%) and claiming to have understood the information given (77%). Communication was thus adapted to patients' ability to understand. Nevertheless, patients seek out other sources of information --usually web-sites, but seldom institutional or official ones administered by our academic societies (French Society of Arthroscopy [SFA] , French Society of Orthopaedic Surgery and Traumatology [SoFCOT] ). The study did not aim at an assessment of such information, but quality in point of fact seemed to be very variable, and the objectivity of some of it is open to doubt. It is therefore up to our community to ''control'' this ever-growing mass of information by making available documents validated by the academic societies, including a list of reliable web-sites [5] . This is especially important in that the scores for patient satisfaction and for information concordance correlated, which suggests that, from the patient's point of view, information from such anonymous and at best relatively reliable sources in fact serves as a bench-mark for the information provided by the health-care professionals.
Conclusion
Patient information is an essential element in any medico-surgical procedure. The situation is in many ways satisfactory, but certain deficiencies in information provision and traceability remain, notably in the Emergency setting, where systematic involvement of an orthopedic specialist seems advisable. What is important is not that the information provided to the patient be exhaustive, but that it should be relevant and adapted to the patient's understanding. It should cover all of the stages of the patient's pathway, both those common to surgery in general and those specific to the procedure to be employed, including postoperative care and possible complications. It would seem useful to develop information packages validated by our societies and including a regularly updated list of reliable web-sites.
